working girl, and she was able to continue her occupation. Laryngo-fissure was a much more frequently fatal operation than complete laryngectomy, but there was a great social advantage in saving, even with tracheotomy, an audible voice.
He also had had cases of recurrence of malignant laryngeal disease in other parts of the body. In one case after a seven years' freedom there was recurrence on the opposite cord. He performed another laryngo-fissure, and the patient was now free, although the second operation was carried out three and a half years ago. In two cases there had been recurrence in the glands. One patient was alive eight years after operation on the glands. In one case there was no local recurrence, but malignant disease appeared in the mediastinum four years after.
With regard to the question of the removal of the ala, the reason advanced for keeping it was that cartilage formed a better barrier in case of recurrence. In his own view, however, the barrier lay rather in the perichondrium, and when he removed the ala he secured a better view, better control of hsemorrhage, less tendency to subsequent stenosis, and quicker healing. If bare cartilage was left, it was not covered by granulations until months later, whereas after removal of the cartilage, the vascular surface left was quicker in healing.
He was strongly convinced of the advantage of keeping the trachcotomy tube in for the first seven hours, or the first day; the procedure made for safety.
Mr. H. S. BARWELL (President) said that both Mr. Colledge's cases showed good results. In the first case there was very useful articulation. 0 Dr. W. SYME asked whether Mr. Colledge had experience of sub-hyoid pharyngotomy in cases of malignant disease of the epiglottis. It seemed an easy method of dealing with this condition in suitable subjects.
Mr. COLLEDGE (in reply) said that he showed these two cases as a sort of appendage to Sir StClair Thomson's series. In answer to Dr. Syme, the very large tumour growing from the edge of the epiglottis-a picture of which he had shown at the lecture on the previous day-was removed by sub-hyoid pharyngotomy, but not intentionally, because the operation was begun with the idea of removing the larynx. When the entrance to the larynx was exposed, it was found that the tumour only grew from the epiglottis, and laryngectomy was not required. He would not perform that operation intentionally; there was better exposure obtained by going through the side and deliberately cutting one superior laryngeal. In that case both superior laryngeals were cut, and he (Mr. Colledge) did not see how one could perform sub-hyoid pharyngotomy with free exposure without cutting them so. That patient had trouble in swallowing afterwards, though his death six months later was following appendicitis, without any sign of recurrence. The functional result in the patient exhibited was excellent.
Case of Achalasia of the Cardia after Treatment by Hurst's Mercury Tubes.
By HERBERT TILLEY, F.R.C.S.
A. B., AGED 58, male. Occupation, tinsmith.
History.-The patient was admitted for " difficulty in keeping food down and vomiting" for eighteen months; the first symptom had increased during the four months before admission, but the vomiting varied in frequency, and sometimes the ejected food was unchanged, at other times its constituents were unrecognizable. Since 1915 the patient had had an uncomfortable feeling in the gullet and a sensation as of a lump in the throat. For eighteen months he had been losing weight and getting very weak. Tilley: Case of Achalasia of the Cardia Examination.-On admission the patient looked ill and emaaiated, and was very weak. X-ray examination showed "dilatation of the cesophagus above the cardiac sphincter."
Treatment.-On admission, August 4, 1927, to the Ear and Throat Department, I examined his gullet by the direct method and removed with Sorensen's suction tube about half a pint of thick fluid composed of macerated food and mucus. Through the distal end of the dilated gullet a series of graduated bougies was passed through the cardiac orifice.
August 6, 1927.-Hurst's mercury tube dilators, Nos. 28 and 32, passed into the stomach without much difficulty. The first was left in for five minutes, and the second for ten minutes. A similar treatment was carried out daily, except that sizes 32 and 34 replaced the smaller bougies used on the first two occasions, and on the fourth day of treatment the patient could swallow and retain semi-solid food.
August 13, 1927.-Patient can now pass the bougie himself, and he takes practically any food he likes. No vomiting occurred after the first passage of the mercury bougie. The patient has put on 14 lb. in weight since the treatment commenced and looks an entirely different being. At present he passes the bougie once a week. Duration of stay in hospital was eleven days.
Discus88on.-Mr. W. M. MOLLISON said he had seen two cases of kinks in the middle of the oasophagus. One was in a female patient, aged 30, who had a most remarkable S-shaped kink in the middle of the (esophagus, accompanied by the typical symptoms of achalasia.
[Skiagram shown.] The other case was the first of the kind he had seen, and he, himself, thought the kink might have been due to adhesions in childhood. Dr. Hurst, however, believed it to be a case of achalasia. The patient died of heart failure following operation on the gall-bladder.
Mr. E. D. D. DAVIS said he had seen several skiagrams of cases of achalasia showing irregularities similar to those in Mr. Mollison's case. He regarded it as an incobrdination of the whole of the cesophagus in addition to that of the lower end. For more than six years he had observed a man with dilatation of the gullet, for whom he had dilated the cardiac orifice repeatedly. This-patient also used the mercurv-weighted stomach tube recommended by Hurst. In spite of treatment, the cesophageal dilatation was steadily increasing, as shown by skiagrams taken at intervals of two years. The dilatation and dysphagia increase as the musculature fails with advancing years.
Mr. RIDOUT said that one of his patients had two pouches in the oesophagus. When the cesophagoscope was put down it became occluded with fluid, and when it was sucked out it became clear; lower down there was another occlusion.
Mr. H. V. FORSTER (Liverpool) said he had used Plummer's bougie with success; it gave relief for about a year, after which the patient returned. Had Mr. Tilley any experience of mechanical dilators of a more rigid, expanding type, such as the Starcke ? After confirming the diagnosis by the cesophagoscope he, personally, had found it difficult to get the Plummer's bag into the cesophagus when the patient was aniesthetized, and he now preferred to introduce it without a general anaesthetic, first passing it into the stomach and then blowing it out with water, and letting out just as much water as was necessary to allow it to be withdrawn safely. He understood that the orthodox way was to pass it accurately into the middle of the stricture under the guidance of the X-ray screen and then use water to produce dilatation.
Mr. ERIC WVATSON-WILLIAMS said he had seen a similar kink in a case of his own. On the first occasion, after giving a barium meal one saw the pouch-filling up, and from the pouch a thin trickle of bismuth went down one side. He thought there was a stricture half way down the cesophagus, but later found that it was a case of cardiospasm. With regard to the use of the mercury tube, he recently had a case in a man, aged 50, who had been doing well for seven years, and who had passed the tube daily until last spring. He then began to find that after taking the mercury tube out he could not swallow food. He (the speaker) Section of Laryngology 7 thought the trouble was due to a tighte4ed and irritated cardia, which shut up on the withdrawal of the mercury tube. The patient was relieved by dilatation by means of three gum-elastic bougies; by passing first one, then another alongside it, then a third in between the two, one could tell how much force was being used to stretch the cardia. The patient had since given up using the mercury tube.
Mr. TILLEY (in reply) said he had not tried expansible steel instruments passed through the cardia. He lost courage with regard to that form of dilatation when he heard of two cases in which some of the surrounding tissues had been ruptured and the patients had died within two or three days from septic mediastinitis. He had tried the ordinary cesophageal bougies, but not the expansile water bladder. The mercury tube he used was so easy to manipulate that he intended to continue its use until convinced that there was something better. It was less likely to coil up in a bowl-like concavity below the level of the stricture than was the case with an ordinary bougie. With regard to Mr. Tawse's patient: Mr. Tilley had seen a case which might throw some light on the diagnosis. In that case there had been hoarseness and slight difficulty in swallowing. The hoarseness was due to abductor paralysis of the left vocal cord. By deep pressure between the upper edge of the manubrium and the trachea a smooth, resistant swelling could be felt. Sir James Berry had operated and removed a dermoid cyst. The patient was cured of all symptoms except the hoarseness.
Mr. H. S. BARWELL (President) said that his own first case of foreign body was in a boy, aged 4, and occurred at a time when Bruning's instruments were first introduced into this country. X-rays showed the foreign body to be in the right bronchus, but when the patient was brought to the operating theatre it was found to have shifted into the left bronchus, a, fact which caused a good deal of trouble. History.-Vomiting began at the age of 9, occurring when he lay down in bed at night. This, with an occasional exception, has continued ever since, even during sleep. He awakens coughing and then vomits undigested food.
He is apparently healthy and is well nourished. His average food per day is 30 oz. solid and 34 oz. liquid. During eleven days-while in hospital-and in bed he vomited on seven occasions, always at night, an average quantity of 8 fluid oz. When at home he vomits oftener.
Physiciant's report (Dr. Wilkie Scott).-Negative. There is no clinical evidence of a large thymus or of enlarged glands at the hilus. The left pupil is definitely larger than the right, but both react normally to light on accommodation. The Wassermann reaction is negative. X-ray report (Mr. Clayton Rigby).-There is obstruction at the lower end of the cesophagus with great dilatation of the whole of the cesophagus above. Appearance suggests that obstruction is due to cardiospasm.
Indentation about middle of cesophagus. The mediastinum at this part shows increased density.
In the antero-posterior view, a dense shadow extends downwards and to. the right from the manubrium sterni to the third interspace, ? due to large thymus. There are numerous calcareous glands at the hilus on both sides and the heart is somewhat narrowed.
